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ABSTRACT 
Major depressive disorder (MDD) is a common illness occurring in ethnic minority 

patients (EMP) in Western countries even more often than in the native population.  

We present the results of a large efficacy study comparing different forms of therapy for 

MDD, including interpersonal psychotherapy (IPT) and pharmacotherapy. We found that 

the attrition rate of EMP (45.9%) was significantly higher than in non-EMP (24.4%), 

even in the structured treatment format studied. Patients from minority groups who 

remained in treatment showed a similar decline in symptoms compared to native Dutch 

patients.  

Standard antidepressant therapy, be it medication, psychotherapy or both, is effective for 

depressed minority patients but therapists should focus on enhancing compliance to 

treatment.    
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Introduction  
Major depressive disorder (MDD) is a common and debilitating disorder. Estimates 

indicate that in Western countries MDD is even more common in ethnic minority groups 

than in the native population  (De Graaf, Ten Have et al., 2005; Plant & Sachs-Ericsson, 

2004; van der Wurff, Beekman et al., 2004). 

Over the years several effective treatments for MDD have been developed, notably 

pharmacotherapy and several forms of psychotherapy (Hollon, Thase et al., 2002). 

However, the effectiveness of most of these treatments for minority groups has been only 

summarily investigated (Schraufnagel, Wagner et al., 2006). One of the reasons for this 

omission could be the specific problems encountered in the treatment of MDD in ethnic 

minority patients (EMP). Attrition is a principal problem. In the Netherlands  for 

instance, almost 25% of  patients with a Moroccan or Turkish background, referred to 

mental health services, have only a single contact with these services (May, 1997;RvV, 

2000), and almost two thirds have fewer than 5 contacts (May, 1997). This is in sharp 

contrast with native Dutch patients who have a mean of 15 contacts with mental health 

services (May, 1997). High attrition and relatively low acceptance of treatment among 

minorities have also been reported in the USA (Arnow, Blasey et al., 2007; Cooper, 

Gonzales et al., 2003). It is probably a common problem occurring in EMP in all Western 

societies.  

Once in treatment other problems arise: language difficulties, a different presentation of 

complaints, and different concepts about illness and treatment all hinder acceptance of 

treatment and increase attrition (Arnault, Sakamoto et al., 2006;Bhugra & Bhui, 2001; 

Fainzang, 2005). On the therapist’s side, lack of knowledge of intercultural differences 

and sometimes prejudices can hinder effective therapy. Working with an interpreter also 

poses special problems (Bolton, 2002).  

It is not known if empirically validated psychotherapies are effective in patients from 

minority groups (Multidisciplinaire Richtlijn, 2005; Hall, 2001).  Some believe that 

ethnic minority patients warrant special “eclectic” treatment (Multidisciplinaire Richtlijn, 

2005) or that psychotherapy should be culturally sensitive (Hall, 2001). Most studies on 
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this subject are of North American origin (Miranda, Chung et al., 2003;Miranda, Green 

et al., 2006;Revicki, Siddique et al., 2005), but  the problems in diagnosing and treating 

minority groups in the USA are not identical to Western Europe, where the ethnic 

minority situation is quite different. In the Netherlands for instance, ethnic minority 

groups almost exclusively come from former colonies such as Surinam or from 

Mediterranean countries. They are relatively recent immigrants. In the USA, minority 

groups are a mix of recent immigrants and long standing inhabitants, the latter mostly 

with an African-American background. Problems such as poverty, unemployment, 

inadequate housing, poor access to health care, and criminality tend to co-occur in 

minority communities on both sides of the Atlantic. Recent immigration of most 

European EMP as well as religious and cultural differences and tensions tend to 

complicate these problems even more.  

Interpersonal psychotherapy  (IPT) has been shown to be effective in the treatment of 

acute depression  in predominantly white middle class patients (Elkin et al., 1989; Feijo 

de Mello et al.,  2004; Weissman et al., 1979). Experience with interpersonal 

psychotherapy (IPT) in minority populations is sparse (Kleinsman, 2004; Markowitz, 

Spielman et al., 2000). However IPT has been successfully implemented in several 

populations and countries (Bolton et al., 2003;Weissman et al.,  2000). IPT is aimed at 

improving interpersonal relationships and sees interpersonal problems or changes as one 

of the causes for depression (Arnault et al., 2006).   

 

As part of a larger study (Blom et al., 2007) we treated a substantial number of depressed 

EMP with medication and/ or IPT. We investigated (a) if the presentation of symptoms 

of depression would differ between EMP and non-EMP; (b) if belonging to an ethnic 

minority group is associated with higher attrition and (c) if EMP profited from therapy in 

the same way as native Dutch patients.  
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Method 
The study presented here is a post-hoc analysis of a large randomized, placebo-controlled 

parallel group study comparing four conditions in the treatment of outpatients with 

MDD. The four conditions were interpersonal psychotherapy (IPT), nefazodone with 

minimal contact, IPT plus nefazodone, and IPT plus pill-placebo. The main results of this 

study have been published elsewhere (Blom et al., 2007). Participants were treated for 12 

to 16 weeks. Participants were counted as completing the trial if they had received all 12 

sessions of IPT and/or had taken the medication as prescribed for the full trial. 

Compliance with medication was tested by pill-count and by taking a blood-test at 6 and 

12 weeks. All IPT sessions were audio taped and a selection of these tapes was rated for 

adherence to the manual (Klerman et al., 1984). Adherence to the manual was found to 

be good. 

There were no statistical differences in remission rates between any of the four 

conditions at end of trial: medication only (12.1%), IPT (16.2%), combination of IPT and 

medication (21.2%) and the combination of IPT and placebo (31.4%) (chi-square = 4.444 

(3), p = 0.217). Using a multilevel analysis, we found the combination of nefazodone and 

IPT to be significant more effective (p= 0.024) on our secondary outcome measure, the 

MADRS, compared to nefazodone alone. Apart from this finding no differences between 

any of the other conditions on any of the outcome measures (Blom et al., 2007) were 

found.  

Participants treated in this study had on average a long duration of the index episode 

(mean 11.12 months) and almost half of the participants had received prior treatment for 

the current episode.  

 

Participants and Setting 
Subjects were required to be 18 years or older, suffer from nonpsychotic, non-bipolar 

major depressive disorder (MDD) and score ≥ 14 on the Hamilton Depression Rating 

Scale (HAMD, 17-item) (Hamilton, 1960).Three sites participated in the study. Two of 

the sites were community mental health clinics; the third was an outpatient department of 
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a psychiatric hospital. Subjects fulfilled the criteria of MDD as defined in the DSM-IV 

(APA, 1994) and were assessed with the Structured Clinical Interview for Axis I  DSM-

IV Disorders, Dutch translation (SCID) (Groenestijn et al., 1998).  

Excluded from the study were participants with any substance abuse, serious medical 

conditions, organic psychiatric disorders, severe suicidality, a history of psychotic 

disorder or schizophrenia, bipolar disorder, current treatment with psychotropic 

medication or psychotherapy. Participants had to have a sufficient mastery of the Dutch 

language to make psychotherapy possible. We did not use Turkish- or Moroccan-

speaking therapists in our study nor did we use interpreters. The study was approved by 

the boards of the three participating centers and by an independent Ethics Commission in 

strict accordance with the Helsinki convention. All participants gave written informed 

consent before entering the study.  

Interventions 
All therapists were trained in IPT, using the manual by Klerman et al. (1984). Therapists 

had to treat two patients with MDD under supervision before participating in the study. 

In addition therapists participated in three workshops given by experienced IPT 

therapists from the USA (Prof J.C. Markowitz and Prof. S. Stuart). All participating 

therapists had at least 4 years of experience in treating outpatients with MDD. Adherence 

to the manual was enhanced by supervision of the therapists every fortnight. The study 

was carried out in the greater The Hague area with a catchment area of about 550000 

inhabitants.  More than 30 % of the population is considered immigrant. The largest 

group (10.9%) is from Surinam, a former Dutch colony in South America. The other 

main countries of origin are: Turkey (6.1%), Morocco (4.4%) and the Netherlands 

Antilles (2.2%) (source: www.denhaag.nl); 10.2% are from other non-industrialized 

countries.  Most immigrants live in the poorer districts of the city. Many problems of the 

modern welfare state tend to accumulate in these areas: unemployment, relative poverty 

(as compared to native Dutch inhabitants), poor housing, high criminality, etc.  

The municipality of The Hague classifies ethnicity according to citizens' country of birth 

and that of their parents. Dutch ethnicity is assigned to citizens who are Dutch-born and 
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whose parents were also born in the Netherlands (hereafter referred to as native Dutch). 

If a citizen was born abroad, he or she is assigned to the group of people born in the same 

country. A Dutch-born citizen is considered a second generation immigrant if at least one 

parent was born abroad. In this study, first- and second-generation immigrants were 

analyzed as one group throughout. 

Outcome measures 
The score on the HAMD-17 item version (Hamilton, 1960) was the primary outcome 

measure.  

Secondary outcome measure was the Montgomery-Asberg Depression Rating Scale 

(MADRS) (Montgomery & Asberg, 1979). Both HAMD and MADRS were administered 

by trained interviewers at baseline, week 6 and at end point. Prior to randomization 

participants were asked which type of treatment (psychotherapy, medication or the 

combination) they would prefer. 

Statistical analysis 
Participants were divided into two groups, non-EMP (native Dutch and non-Dutch 

European industrialized countries) and EMP. T-tests for independent samples or chi-

square analyses were used to compare baseline demographic features and clinical 

characteristics of EMP and non-EMP individuals. Separate analyses were performed for 

participants who completed the full trial (completer sample) and the intent-to-treat 

sample. Missing values were estimated using the last observation carried forward 

method. A general linear model (GLM) repeated measures procedure was used to 

compare the course of depressive symptoms between the two groups over time (baseline, 

week 6, end of treatment).  

Subjects were rated responders if the HAMD score decreased ≥ 50% compared to 

baseline scores. Significance was determined at a two-tailed p-value ≤ 0.05. Were 

appropriate a Bonferroni correction was applied. In the case of small numbers (N < 5), a 

Fisher’s exact test was used. All analyses were performed in SPSS, version 13.0.  
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Table 2: Cultural background of depressed outpatients in the 
study compared to the total population of The Hague.  
Country of Origin Study 

Population 
N (%) 

Total population of The Hague (%) 

Netherlands or other 
industrialized country 

156 (80.8) 68.5 

Surinam 20 (10.4) 9.5 
Turkey 4 (2.1) 5.8 
Morocco 6 (3.1) 4.5 
Other  5 (2.6) 11.7 
Missing 2 (1.0)  
Other: Indonesia (2), Ghana (1), Egypt (1), Tunisia (1) 
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Table 2: Baseline Demographic and Clinical Characteristics of 
Outpatients with Major Depressive Disorder (N=193) 

 Western 
background 
(non-EMP) 

N=158 

Ethnic 
Minority 
Patients 

N=35 

Χ² (df) t  
(two-tailed) 

P -
value 

Age (SD) 41.2 34.3  3.623 0.0001 

% female 66.0 57.1 1.707(1)  0.191 

Marital status (% 
single) 

41.0 57.1 3.014 (1)  0.083 

Educational level 
Range (1-3) 

1.75 (0.7) 1.63 (0.5) 2.048 (2)  0.359 

Age first diagnosis 
(SD) 

35.5 (12.5) 32.4 (8.7)  1.760 0.08 

Length index episode 
(months) (SD) 

11.5 (13.0) 9.4 (5.1)  0.939 0.349 

%experiencing first 
episode  

72.7 80.0 0.785 (1)  0.375 

% MDD with 
melancholic features 

54.4 64.7 1.218 (2)  0.536 

Mean baseline 
HAMD (SD) 

21.0 (4.5) 23.0 (5.1)  -2.225 0.027 

Mean baseline 
MADRS (SD) 

29.2 (5.8) 32.0 (6.8)  -2.187) 0.03 

 
Legenda: HAMD=Hamilton Rating Scale for Depression; MADRS=Montgomery-
Asberg Depression Rating Scale. 
 

Results 
Of the 193 participants included in the study, 35 (18.1%) were EMP; 153 were Dutch 

natives; 5 originated from other industrialized countries in Europe. EMP were from 

several ethnic groups, participants from Surinam origin being the largest subgroup (see 

Table 1). EMP differed from the Western European group on several baseline variables: 

notably, EMP were younger and their baseline depression scores on the HAMD and 

MADRS were higher (see Table 2).  
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EMP and non-EMP differed in their presentation of symptoms at baseline as scored by 

the HAMD (see Figure 1). Notably, t-tests (two-tailed) for independent samples showed 

that scores on two of the three sleep items (items 4 (t = -3.000; p = 0.003) and 5 (t = -

2.173; p = 0.031) of the HAMD were significantly higher in EMP than in non-EMP, as 

well as scores for the mood item (item 1; t = -2.017; p = 0.045). If one would apply a 

Bonferroni correction for multiple comparisons, an α value of 0.003 should be used, 

meaning that only item 4 (early sleep) was significantly higher in EMP compared to non-

EMP.  

We did not find a statistical significant difference with respect to scores on questions 11 

(t = -1.212; p = 0.227), 12(t = - 0.232; p = 0.816) and 13 (t = 0.361; p = 0.719) and 15 (t 

= -1.572; p = 0.118) pertaining to somatic complaints accompanying depression, nor on 

any other item of the HAMD.  
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Figure 1: Comparing the scores on the HAMD of ethnic minority patients 
(EMP) versus non-EMP at baseline. On the horizontal axis the 17 items of the 
HAMD, on the vertical axis the scores per item. * = p<0.05. Using a Bonferroni 
correction, only item 4 was significantly higher in EMP (p < 0.003). 
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EMP significantly differed in their choice of therapies prior to randomization: 

medication-only was more often preferred compared to non-EMP participants (11.8% vs. 

3.1%), and the combination of psychotherapy and medication less often (11.8 vs. 37.0%) 

(Chi-square = 12.690 (3); p = 0.005). Of interest was that EMP and non-EMP preferred 

IPT in the same range (29.4% versus 32.3%). The major difference was however in the 

number of EMP who did not have any preference (47.1%) compared to non-EMP 

(27.6%).  

Dropout percentages among EMP were significantly higher compared to native Dutch 

participants:  45.9% as compared to 24.4% among Dutch participants (chi-square = 6.840 

(1) p=0.009). Reasons for dropping out differed, notably “no-show” was higher (7.8 vs. 

20%) but this, probably due to small numbers, did not reach statistical significance (chi 

square = 12.493(9); p = 0. 187). Drop-out was lowest (2/9; 22.2%) in participants 

receiving the combination of IPT and placebo and highest in participants receiving IPT 

and medication (9/12;75%), with medication only (4/11; 36.4%) and IPT in between 

(2/5; 40%). In participants receiving IPT the number of sessions was significantly lower 

for EMP (8.5; SD: 4.2) compared to non-EMP (10.1; SD: 3.2) (t = 2.097, p = 0.005).  

The same was true for participants receiving medication. The maximum number of 

sessions in the medication-arm of the study was six. The mean number of sessions for 

non-EMP was 5.33 (SD: 1.38) versus 4.29 (SD: 1.95) for EMP (t = 3.283, p = 0.001). 

HAMD and MADRS mean scores over time for the EMP and non-EMP group can be 

found in Tables 3 and 4. A General Linear Model (GLM) analysis of HAMD scores in 

the intent to treat sample with age as a covariate showed a significant main effect for 

Cultural origin (F(1)=3.844; p=0.05) and Time (F(1)=7.174; p=0.008). No significant 

interaction effect for Cultural origin x Time was found (F(1)= 1.046, p=0.308. Repeating 

this analysis for MADRS scores also a main effect for Time was found (F (1)=12.069, 

p=0.001). Neither a significant effect for Cultural origin (F(1)=1.640; p=0.202) nor a 

significant interaction effect for Cultural origin x Time was found (F(1)= 0.012, 

p=0.913) was observed.  Repeating these analyses in the completers sample yielded 

identical results (data not shown). To summarize these findings: compared to non-EMP, 
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participants from ethnic minorities had an overall significant higher depression severity 

on the HAMD on all assessments. There was however no difference in the rate of 

improvement between both groups of participants on both the HAMD and MADRS.  

 

Table 3: HAMD mean scores over time, ethnic minority patients (EMP) 
versus patients with European backgrounds (non-EMP) 

 HAMD at 
baseline 
(SD) 

N HAMD at 6 
weeks (SD) 

N HAMD at 12 
weeks (SD) 

 
N 

Non-EMP 
 

21.0 (4.5) 158 16.9 (6.2) 126 13.7 (8.2) 113 

EMP 
 

23.0 (5.1) 45 18.7 (7.2) 22 17.7 (7.2) 19 

 
Legenda: HAMD: Hamilton Depression Rating Scale;  
 
 

Table 4: MADRS mean scores over time, ethnic minority patients (EMP) 
versus patients with European backgrounds (non-EMP) 
 MADRS at 

baseline 
(SD) 

N MADRS at 6 
weeks (SD) 

N MADRS at 
endpoint (SD) 

N 

Non-EMP 29.2 (5.8) 158 23.6 (8.8) 126 19.0 (11.2) 111 
EMP 32.0 (6.8) 45 25.2 (8.7) 22 22.6 (10.2) 19 
 
Legenda: MADRS: Montgomery-Asberg Depression Rating Scale. 
 

Response rates in the intent to treat sample (EMP: 19.4%; non-EMP: 25.6%) (Fisher’s 

exact test: p = 0.523) nor in the completers sample EMP: 21.1%; non-EMP: 33.6%) 

(Fisher’s exact test: p = 0.779) differed significantly between groups.  
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Figure 2: HAMD scores over time, ethnic minority patients ( EMP) versus 
patients with European backgrounds (non-EMP), intent-to-treat sample, 
last-observation carried forward. 
 

Discussion 
The purpose of this study was to investigate if the presentation of symptoms of 

depression would differ between EMP and non-EMP participants, if belonging to an 

ethnic minority group was associated with higher attrition, and if EMP profited from 

therapy in the same way as native Dutch patients.  

1. Baseline HAMD and MADRS scores were significantly higher in EMP than non-

EMP. The reasons for this are not clear. As has been found before, there is a difference 

between EMP and non-EMP in the presentation of symptoms (Kirmayer & Jarvis, 2006; 

Tseng, 2001). Primarily a somatic presentation of symptoms has been described, with 

musculoskeletal pain and fatigue as the most prominent symptoms. In this study we 

found only scores on mood and the sleep items of the HAMD to be significantly in EMP 
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compared to non-EMP. When we applied a Bonferroni correction to the findings, only 

one item (item 4, early sleep) was significantly higher in EMP as compared to non-EMP. 

Scores on other somatic symptoms on the HAMD did not differ between groups. One can 

conclude from this study, that generally scores are higher in EMP when using the HAMD 

and not a certain subset of items.  

With a few exceptions (Sulaiman, Bhugra et al., 2001), there are very few culturally 

sensitive scales for rating depression. Until these are developed it remains an open 

question whether the higher scores on standard Western rating scales accurately reflects 

the severity of the disorder or are a reflection of cultural influence on the presentation of 

symptoms. 

2. More EMP had a preference for the medication-only compared to Dutch participants. 

This is in agreement with the clinical finding that EMP would prefer medication over 

psychotherapy. This said it is important to note that only a minority of EMP (13%) 

preferred medication only and more EMP preferred psychotherapy (29.4%).  This 

preference underscores the need for psychotherapy for EMP. 

The finding that almost half of EMP had no preference could be a reflection of the lack 

of knowledge about mental health therapy in general or a different expectation from 

mental health professionals (“doctor knows best”).  

3. There was a significantly higher dropout in the EMP group as a whole compared to the 

non-EMP group irrespective of treatment condition. The number of sessions received in 

IPT was substantially lower in EMP compared to non-EMP. On the whole however, the 

number of sessions was much more than the < 5 sessions received by participants in 

standard outpatient practice in the years before the start of our study (May, 1997).  

4. We found no differences in the rate of improvement comparing EMP to non-EMP. 

EMP had a higher depression score both at baseline and at endpoint compared to non-

EMP. The rate of improvement over treatment was however the same in both groups.  

 

Although not a part of our study at the outset, we found that IPT was a feasible 

intervention for EMP. The general impression of the therapists was that EMP readily 

understood the IPT model: the medical paradigm and the notion that interpersonal events 
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are closely associated with (disturbances in) mood.  In the therapy planning stage, the 

interpersonal inventory took more time than usual (3 to 4 sessions as compared to 1 or 2) 

because of the often complicated interpersonal world of participants. Many participants 

felt that talking about persons not present was gossiping and thus morally wrong. The 

therapist had to spend more time explaining the rationale of talking about others but also 

had to be sensitive to feelings of shame and guilt associated with talking about 

interpersonal problems.  

There are some weaknesses in this post-hoc analysis. The study was not specifically 

designed to look at the specific differences between EMP and non-EMP. The number of 

EMP is relatively small but reflects demographic reality. A major strength is that the 

study was executed in a real life setting with participants who were referred by their GP, 

and not recruited by advertisement or with the promise of material gains. In this study all 

participants from ethnic minority groups were seen as one group. Of course members 

from different ethnic and cultural background share many things: a history of migration, 

in general lower social economic status, higher rates of unemployment, to name but a 

few. But differences between groups do exist and may influence attrition, adherence and 

response to treatment. Our sample was too small to make any inter-ethnic comparisons 

possible.   

To conclude EMP show a higher level of depression at baseline and differ only slightly 

in the presentation of symptoms primarily because they report more sleep related 

symptoms. EMP have a significantly higher dropout rate irrespective of treatment 

conditions (medication or psychotherapy). EMP show a similar rate of improvement with 

therapy as non-EMP. Future studies should especially focus on reduction of attrition.  
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